INTRODUCTION
Eosinophils may accumulate in the colon in a variety of disorders, including eosinophilic gastroenteritis, allergic colitis of infancy, infections, drug reactions, vasculitis, and inflammatory bowel disease (1) . We report the diagnostic difficulties involved in a HIV infected patient with prolonged diarrhea associated with eosinophilia. The role of therapeutic trials is also discussed.
CASE REPORT
39 year old South American male with a history of AIDS presented to the hospital on 7/30/06 with a 1.5 year history of diarrhea. The patient reported watery diarrhea up to 5 liters a day and weight loss of 13 kg. He had been hospitalized in Ecuador for several months before coming to US. He had been told that he had celiac sprue and had been treated with a course of steroids with transient improvement. At the time of hospital admission the patient had been taking lopinavir/ritonavir, emtricitavine/tenofovir, trimethropimsulfamethoxazole(at doses for pneumocystis prophylaxis), azithromycin, and loperamide for 6 months.
On admission the white blood count(WBC) was 11.1 x10 3 /µL with 3% eosinophils. The prothrombin time was elevated at 15.2 sec(normal upper limit 14.6 sec). The AST was 120 u/L and the ALT was 123 u/L. The CD4 count was 41 x10 3 
DISCUSSION
Eosinophilia is associated with numerous disorders( 1 ), but most often relates to atopic diseases and hypersensitivity phenomenon. In the setting of HIV, eosinophilia may be associated with cutaneous disease such as eosinophilic folliculitis, hyper IgE syndrome, atopic dermatitis and prurigo nodularis( 2 , 3 ). In the absence of skin disease, eosinophilia in HIV infection may relate to other conditions such as parasitic infection and drug hypersensitivity.
The patient described in this report had Isospora infection as the cause of both his intestinal symptoms/signs as well as the hypereosinophilia. Isospora is a coccidian protozoa predominantly found in tropical and subtropical climates especially in South America, Africa and South East Asia( 4 ). In the United States, Isospora accounted for 2%-3% of AIDS-defining illness in the 1980's. In the late 1990's Isospora associated AIDS illnesses decreased to less than 0.1% probably due to the use of trimethropimsulfamethoxazole to prevent Pneumocystis jirovecii. In immunocompetent hosts, patients usually develop a self limiting diarrheal illness lasting 2 to three weeks characterized by malaise, abdominal cramps, and profuse watery diarrhea without blood. However, in the immunocompromised patient the infection may result in severe protracted diarrheal disease with subsequent dehydration and malabsorption. Isospora belli is usually diagnosed by identification of oocysts in stool wet mounts or acid fast stained fecal smears from concentrates using flotation or sedimentation methods( 4 ). However, I. belli parasites are shed intermittently in low numbers, multiple stool examinations may be required. In this patient, the diagnosis was not established until repeated tissue samples were examined.
Gastrointestinal manifestations accompanied by eosinophilia raise the possibility of helminthic infection, most commonly Strongyloides stercoralis. In the patient described in this report, a therapeutic trial of nitazoxanide failed to improve the patient's condition. While other helminthic infections may cause eosinophilia, Isospora is the only significant protozoan infection that is associated with eosinophilia( 1 ). A therapeutic trial with Isospora doses of trimethoprim/sulfaxazole was considered in this patient after multiple anti-infective medications and corticosteroids had been unsuccessful. As Isospora has been reported to occur 10-14% of HIV/AIDS patients with diarrhea in Venezuela and Peru( 5 , 6 ), this approach seemed reasonable in this patient. However the time course to resolution was not rapid, and the key aspect of successful treatment was the identification of the organism.
This case demonstrates the diagnostic difficulties that may arise in HIV infection associated with diarrhea and eosinophilia.
